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[' Is a great personal pleasure for me to be here 
today and to meet many of my old friends. 
Moreover, it has given me the opportunity of meet- 
ing Dr. Gerber at lunch and again of seeing him 
here this evening. I should like to pay tribute at 
the outset to this inspired radiologic pioneer, whose 
devoted interest in medicine and indomitable 
spirit have overcome physical barriers which would 
otherwise have been formidable deterrents to per- 
sonal participation in gatherings like the present 
one. 

Another source of keen pleasure to me is the 
opportunity of meeting with and learning from an 
active clinical group like your own, interested pri- 
marily in the welfare of your patients, and main- 
taining at the same time a stimulating program of 
investigation and teaching. You have demonstrated 
as have a number of other institutions with high 
standards in New England and elsewhere that 
productive research and instruction can be 
encouraged and carried out without the protection 
and patronage of a University medical center, on 
which many of us professors have in the past 
relied. This indeed is a country which thrives on 
competition and I am all for the university and 
non-university hospitals experiencing — friendly 
rivalry, 

Definitions 

Before discussing my topic, it might be worth 
while to define what is meant by technician and by 
physician. The term technician is supposed to 
have a rather limited meaning, i.e., one who carries 
out a manual procedure, just as any handicrafts- 
*The 4th Annual Dr. Isaac Gerber Oration sponsored by 


the Miriam Hospital Staff, presented at the Rhode Island 
Medical Society Library, November 1, 1951. 
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man. Indeed, the word surgeon comes from the 
Greek, meaning hand, thus implying manual manip- 
ulation. However, surgical technic has a special 
cerebral component, for it requires courage and 
judgment. This is so because a surgical procedure 
is always a traumatic, man-made injury carried out 
on a fellow being with the ever present danger of 
a fatal outcome. This fear, unfortunately, is too 
often so predominant in the minds of patients and 
families that they fail to consider the alternative, 
which is of course the danger of permitting the 
disease to take its natural course. Surgeons them- 
selves may partake of this fear by delaying a needed 
operation to the detriment of the patient. So it is 
that despite its basic physical meaning, the surgeon 
even as technician must possess certain mental 
traits which sets him apart from the artisan. Ideally, 
then, a surgical technician may be defined as an 
operator possessed of manual skill and dexterity, 
combined with courage, poise and sound clinical 
judgment. 

It is as a physician, however, that the surgeon 
may use his intellectual potential to the fullest, for 
the physician is really a biologist specializing in 
the species homo sapiens. Moreover, this interest 
in the human being is both humane as well as 
scientific. One needs sympathetic understanding 
as well as a sound knowledge of physiology, bio- 
chemistry, anatomy, etc., in the diagnosis and treat- 
ment of disease. To be both humane and scientific, 
the physician must be interested in the patient as 
a sick individual, an attitude which has been 
expressed by many medical leaders from the time 
of Hippocrates on, when they found themselves 
“more and more interested in sick people rather 
than in disease.” Nowadays we express this objec- 
tive in terms of rehabilitation, really the restoration 
of the disabled individual, disabled not only physi- 
cally, but also mentally, occupationally, domes- 
tically, socially, ete. For only with this objective 
can the physician really fulfill his true function in 
the community. The real physician goes even 
further for he is one whose vision extends beyond 


the horizon of the healing art. He becomes 
continued on next page 
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absorbed in interests outside of his work, and often 
participates in non-medical civic activities. These 
human qualities also partake of the teacher, because 
he eagerly communicates his knowledge to others 
so that they too many learn from him how to help 
the sick. By contrast, the mere technician tends 
to keep his knowledge to himself lest a competitor 
capitalize this information for his own profit. 


Using these two general definitions, one may 
trace a fairly interesting historical development 
which illustrates the conflict between the surgeon 
as physician and as technician in the history of 
medicine. 


Historical Survey 

If we start with Hippocrates, we find Greek 
surgery ona fairly high intellectual plane. Hippoc- 
rates described many surgical procedures, but he 
was also a physician and philosopher. The extent 
of surgical procedures was not great ; most of them 
were designed for the treatment of injuries such as 
fractures, dislocations and wounds. Indeed, Hip- 
pocrates stated that “war is the only proper school 
for the surgeon.” However, in the ruins of 
Pompeii were found over 200 surgical instruments 
indicating that the Greeks operated on cataracts, on 
hernias, and even carried out certain plastic proce- 
dures, not to mention amputations, urethrotomy 
for stricture and the ligation of aneurysms. But 
the attitude of the surgeon was rational (at least 
on the basis of his limited knowledge) and honest, 
apparently untinged by commercialism. When the 
influence of the Greeks extended to Rome, some- 
thing was apparently lost in the process, for it is 
reported that the first Greek surgeons in Rome were 
probably charlatans and adventurers for the most 
part. In the early centuries of the Christian era, 
the influence of Celsus and Galen reached its peak 
and with it came a decline of surgery. 

This decline in surgery was possibly due in part 
to the fact that Galen was somewhat of an intellec- 
tual snob and thus not attracted by the dramatic 
possibilities of surgical procedures based upon 
manual methods. He laid down the dictum that 
“surgery is only a mode of treatment.’’ Avicenna 
advanced this idea by actually considering surgeons 
as inferior. Part of this attitude was also due to 
the religious feelings of the Arabians and of the 
early Christian church, both of whom looked upon 
the human body as something so sacred that any 
exposure of its parts was sinful. In 1215 Pope 
Innocent the Third announced his famous dictum 
that blood letting of any kind was incompatible 
with the divine mission and that any surgical pro- 
cedure which involved bloodshed, i.e., a cutting 
operation, must be left to lower classes of men. Thus 
surgery was relegated to and cultivated by barbers, 
bathkeepers, executioners and mountebanks. Dur- 
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ing this period, medicine also seemed to decline in 
that all positive forms of treatment tended to be 
looked upon with disfavor. When one considers 
some of the irrational methods then in vogue, such 
as bloodletting, perhaps this attitude was justified. 
In any case, a physician or surgeon was penalized 
if unsuccessful in his therapy. This was particu- 
larly true if the patient died after an operative 
procedure, for in such a case the surgeon ran a 
great risk of being executed for murder. He there- 
fore nearly always managed to leave town when- 
ever it looked as if his patient were about to die. 
This was probably another reason why, by the 16th 
and 17th centuries, surgical procedures had fallen 
lower and lower in general esteem until finally they 
were said to be in the hands of “hordes of wander- 
in cataract-couchers, lithotomists, herniotomists 
who were no better than renegades and vagabonds,” 
By 1600 special laws were passed to make reputable 
the status of the few competent surgeons. 

Lanfrank in 1295 decried the low estate into 
which surgery had fallen when he wrote — “Good 
God, why this abandoning of operations by physi- 
cians to lay persons, disdaining surgery because 
they do not know how to operate, an abuse which 
has reached such a point that the vulgar begin to 
think the same man cannot know both surgery and 
medicine? I say, however, that no man can be a 
good physician who has no knowledge of operative 
surgery, a knowledge of both branches is essential.” 
Although this was expressed 650 years ago, I am 
sure that some general practitioners would enthu- 
siastically endorse this opinion at the present time. 

In the midst of this general decline in surgery, 
however, the light of knowledge was maintained at 
various points, even in some religious orders. A 
few monks carried out surgical procedures which 
kept alive the potentialities of surgical therapy. 
For example, in 529 A.D. St. Benedict of Nusia 
founded a monastery at Monte Cassino and even 
operated upon Emperor Henry II of Bavaria for 
a stone in the imperial bladder. The patient was 
put to sleep (presumably with morphine), the 
stone was removed from the bladder, and the wound 
healed promptly. In fact, it was reported that the 
Emperor would never have known that he had been 
operated upon had he not found a stone in his hand 
when he finally awakened! The procedure of 
removing stones from the bladder was extensively 
known and apparently the details passed on by word 
of mouth from individual to individual and often 
from father to son. The procedure was rather 
simple. The patient was put into dorsal position 
with his legs acutely flexed, the operator inserted 
his finger into the rectum or the vagina, reached 
above the calculus, pressing it downward and for- 
ward, With a quick incision over the perineum 
or over the symphysis, the stone was delivered in 
the twinkling of an eye! 
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During this so-called dark age in surgery, there 
were other successful practitioners, and it is inter- 
esting to note that part of the attraction of men 
for surgery even in those days was not only the 
drama and adventure of the operation, but also 
the financial rewards. For example, in the 13th 
century, John of Ardenne, a famous English sur- 
geon, became somewhat of a specialist in fistula- 
in-ano operations which he treated by methods 
quite similar to those used at the present time. It 
is reported that his minimum fee was the equivalent 
of $25 from a person of ordinary means, of $200 
from a person who was well-to-do, whereas from 
the rich he was not only given $200 for the opera- 
tion, but a life annuity of $25 a year as well! When 
one realizes that the purchasing power of a com- 
parable unit of exchange in those days was probably 
up to 25 to 50 times what it is today, one can realize 
the terrific financial rewards. Indeed, all one needed 
to do in those days was to operate upon a few 
wealthy patients and retire. However, the historian 
is careful to say that such rewards only followed 
successful operations. One can well imagine the 
risk the surgeon took if the operation proved 
unsuccessful ! 

There were still other exceptions during this 
period. For example, Henri DeMondeville was 
both a surgeon and a physician in the true sense 
of the word. He described the ideal surgeon as 
follows: (1) he is possessed of boldness tempered 
with wisdom to avoid undertaking a really danger- 
ous operation unless he is certain that it is the only 
way to avoid “a greater danger.” (2) he always 
promises a cure to a patient, but tells the family or 
parents if there is any danger (3) he may give 
advice to the poor for the love of God only, but 
the rich should be made to pay well (4) he never 
dines with a patient who is in his debt, but gets 
his dinner at an inn, otherwise the patient will 
deduct his hospitality from the fee. In criticizing 
his colleagues who leaned heavily on ancient author- 
ity, he frequently said “God did not exhause all his 
creative power in making Galen.” 

Much of DeMondeville’s teachings at least in 
regard to the treatment of wounds were lost because 
of his successor, Guy de Chauliac, who actually 
turned progress back 600 years in this field. Guy 
described 5 schools of surgical thought, depending 
upon their method of treating wounds and listed 
them in the following order of correctness. (1) 
Salve application to promote suppuration which 
was the orthodox and popular school (2) Healing 
of wounds by first intention as taught by DeMonde- 
ville, which he considered quite unorthodox. (3) 
Application of oils and plasters (4) Charms and 
incantations assisted by the application of cabbage 
leaves (5) “Women and silly folk” who sat and 
tolded their hands doing nothing but accept the 
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will of God. The historian emphasizes that unhap- 
pily Guy de Chauliac did not compare the results 
of treatment by these 5 different schools. If he 
had, it is probable that DeMondeville and his fol- 
lowers would certainly have headed the list with the 
“women and silly folk” a close second. 

Renaissance in Surgery.—After this long dark 
period came a renaissance in surgery dating from 
the time of John Hunter. He was really the first 
to restore science to surgery because to him surgery 
ceased to be regarded as a mere technical mode of 
treatnient. He lived from 1728 to 1793, had a 
diversified surgical practice, yet commanded a tre- 
mendous influence as a teacher and as an ardent 
original investigator. His field of interest extended 
well beyond surgical diseases and included cardio- 
vascular and venereal infections. He also dissected 
over 500 specimens of animals. The Hunterian 
Museum in London contains much evidence of his 
wide interest. 

Even at this time, however, the number of surg- 
ical procedures was relatively limited, and as with 
earlier surgery, it was concerned to a considerable 
extent with the treatment of wounds which were 
most frequent during war. One might perhaps 
explain the diversified interest of intellectual giants 
such as Hunter by saying that there was not enough 
surgery to keep them occupied completely. If this 
is so, it certainly was changed radically with the 
advent of asepsis and anesthesia. 

A Second Decline-—The tremendous extension 
of operative procedures beginning with the early 
part of this century inevitably followed the develop- 
ment of asepsis and of anesthesia. With this, a 
second decline occurred in the position of the 
surgeon as a physician and a rapid increase in his 
interest and place as a technician. The surgeon 
became so concerned with the advancing technical 
frontier that he found himself more and more 
detached from other interests and indeed from 
most knowledge and study of the human being as 
a biological organism. It is true, of course, that 
the development of surgical technics did advance all 
biological sciences, for it permitted the physiologist 
and pathologist to explore new fields because of 
surgical procedures carried out on animals. At the 
same time, the surgeon himself lost his scientific 
background and tended to become more and more 
of anempiricist. Surgeons became mere technicians 
in the carrying out of a specific procedure often 
based upon superficial justification, the results of 
which were studied without exact measurement or 
follow-up. This rapid technical development, as 
expressed by Churchill, “saddled him with a tech- 
nicological burden that was crushing in its weight 
and under which he is still forced to stagger.” 


Unlike an engineer or an artist, the surgeon’s 


exclusive preoccupation with the technic of an 
continued on next page 
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operation is dangerous because of the fundamental 
fact that the surgeon is dealing not with a machine, 
or a painting, or statue, but with a living human 
being. Even before the last world war it became 
apparent that the surgeon as a technician had 
become so much of an empiricist that standards 
were being lost. It reminded one again of the laws 
passed in 1600 to protect the population as well as 
the competent surgeon against mistreatment by 
those who merely put themselves up as surgeons. 
Probably because of this, the various specialty 
boards, including the American Board of Surgery, 
were set up and programs of postgraduate train- 
ing were developed. This, it seems to me, heralded 
a second renaissance in surgery, for it offers to the 
surgeon again the opportunity of becoming more 
than a mere technician, i.e., a physician as well. 
This change started between World War I and 
World War II, and is illustrated by an aphorism 
which went the rounds a few years ago: “In World 
War I the medical officers entered the army from 
civilian life as general practitioners, and emerged 
as specialists; in World War II they entered as 
specialists and emerged as general practitioners.” 
However, the change from the technician was fore- 
shadowed by one of the most prominent surgical 
practitioners of the early 20th century, J. B. 
Murphy, who wrote (in 1913): 

“T would say that the best surgery is good phy- 
siology, the best you can buy . . . Following out 
that line of thought, I wish you to keep in mind 
all the time that surgery is drifting continually 
from mechanical to applied physiology . . . When 
I was a student, the man who went into surgery 
came in through the route of the professorship of 
anatomy. The man who was the senior assistant in 
anatomy became the professor of anatomy and 
finally professor of surgery. We have not yet 
heard of the professor of physiology becoming a 
surgeon. The professor of physiology becomes 
the internist, the diagnostician, but the professor 
of physiology will sooner or later come into surgery 
as his own.” (What clairvoyance J. B. Murphy 
showed ! ) 

It is now possible for the surgeon also to be a 
physician because he need not be so engrossed with 
the technic of operations which have now become 
fairly well standardized, if we exclude the new 
developments in cardiovascular surgery. These 
standardized procedures have in reality changed 
very little in the last two or three decades. 


The Present Renaissance 
The surgeon of the present era has unusual 
opportunities for advancing his frontier of use- 
fulness and achievement beyond anything possible 
before. This can be accomplished only by meeting 
the requirements of his specialty as a technician 
as well as his opportunity as a physician. He must, 
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however, recognize the opportunities afforded by 
both types of activity. As a technician, the very 
security, safety and standardization of surgical 
technic and of anesthesia should make this goal 
readily reached. Yet he must not forget to take full 
advantage of the opportunities offered by modern 
technical methods. I refer to the prevalence of 
inadequate surgery. 


Inadequate surgery refers largely to procedures 
which are more than simple, which require courage 
and technic beyond the mere making of an incision 
and closing thereof. How often do we meet the 
surgeon who complains bitterly of the fact that 
he finds himself confronted by complicated prob- 
lems on entering the abdomen, and who wishes that 
he could confine his activities to simple herniotomies 
and simple interval apperectomies! The inade- 
quate surgeon is responsivle, for example, for many 
failures following gastric resection in patients with 
duodenal ulcers, for many of the distressing stric- 
tures of the common duct following cholecystec- 
tomy, and for improper surgery or no surgery at all 
in certain remediable defects in infancy and child- 
hood. But I would like to refer more particularly 
to the prevalence of inadequate surgery in the 
treatment of malignant disease. 


Palliative and Curative Surgery in Cancer— 
Although extensive surgery was used some decades 


ago for the treatment of cancer, the high mortality 
at that time discouraged surgeons from pursuing 
such an aggressive objective even though it seemed 
clear then as it does now that the surgical treatment 
of carcinoma must be based upon removing all of 
the cancer compatible with the preservation of rela- 
tively normal function. 


With the development of better methods of anes- 
thesia, the correction of preoperative deficits, and 
the prevention of postoperative deficits, it is now 
possible to perform long and extensive surgical 
procedures with a much lower risk. As a result, 
a more radical attitude toward cancer has naturally 
followed. As a reaction to this renaissance has 
come a feeling that enthusiasm for extensive pro- 
cedures has gone too far and that many of the 
reported experiences seem merely surgical feats 
aimed to demonstrate how much of the human body 
can be removed with impunity. 


In contrast to the criticism leveled against exten- 
sive surgery must be placed the justifiable objection 
to the prevalence of timid inadequate surgery in 
patients with cancer. These are patients in whom 
adequate surgery could be carried out but only 
by the surgeon who is technically and psycho- 
logically equipped to perform the necessary pro- 
cedure. Indeed, the inadequate surgeon aims to do 
as little as possible justifying a limited procedure 
by unrealistic criteria of inoperability. 
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In resolving a middle course between these two 
extremes, it is of some value to define the objectives 
of cancer surgery. It is clear that the first and 
primary objective is the adequate excision of all 
cancer tissue. While the surgeon may not, in every 
case, be able to decide unequivocally that this is 
actually possible, it is nevertheless true that unless 
there is good evidence that diseased tissue is beyond 
the scope of surgical excision, the patient should be 
given the benefit of a procedure aimed at achieving 
the objective of clinical cure. Only when the 
disease is clearly beyond the range of excision 
should this aim be abandoned and a palliative pro- 
cedure substituted. Palliative surgery must also be 
realistically defined and should be as extensive as 
is necessary in order to really produce the maximum 
relief of symptoms. For example, in a patient with 
multiple hepatic metastases, a gastric resection for 
an obstructing but bleeding and ulcerated carcinoma 
of the stomach is indicated because it produces 
much greater palliation than a simple gastric gastro- 
enterostomy. 


Whether a curative or palliative procedure is 
indicated will depend upon many clinical features, 
many of which are met for the first time at the 
operating table. These criteria are based first of all 
on adequate surgical exploration and second on the 
surgeon’s knowledge of surgical pathology. This 
information should be used in terms of the probable 
duration of life in the individual case and this in 
turn is based on long term follow-up of carefully 
studied series of cases. There are at present many 
gaps in this type of information which will become 
filled increasingly in the future. 


Adequate cancer surgery whether designed to 
be palliative or curative often entails considerable 
risk and results in obvious disability or physical 
mutilation. These evils are comparative and must 
he evaluated in terms of the alternative, which is 
death often preceded by intolerable disability. Risk 
and mutilation should not be used as justification 
for inadequate therapy. No sane individual would 
refuse to trade an arm or a leg for his life. Most 
patients would gladly risk their life for the chance 
of saving it from a certain fatality later. Many 
would welcome a risky or even mutilating pro- 
cedure for real palliation. There are many other 
considerations in each individual case, all of which 
demand fair and realistic evaluation. 


It seems clear, however, that an adequate surgical 
procedure should be available to all patients and 
that the temperament of the surgeon or his personal 
ability or desire to perform either limited or exten- 
sive procedures should not play an important part 
in this decision. On the one hand, fervor operativa 
Must not be used as an excuse for unnecessarily 
mutilating procedures either curative or palliative, 
which are actually unjustified by the probable gain 
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to the patient. On the other hand, no surgeon 
should undertake an operation unless he is prepared 
to do a sufficiently extensive procedure as indicated 
by accurate evaluation of the lesion and the likeli- 
hood of its complete excision. The surgeon usually 
has one opportunity to treat cancer and usually 
only one — that is at the time of the first operation. 
He must not miss this chance by inadequate knowl- 
edge, by limited facilities, or by fear. 


The Surgeon as Physician.—The rewards which 
come to the surgeon because he is more than a good 
technician cannot be estimated in exact terms 
because they are beyond measurement. Surgeons 
must realize this therapeutic opportunity, for it 
will yield the highest measure of self-satisfaction 
in terms of the maximum benefits to the patient. 
I would like to cite a few examples. In gastric 
resection for duodenal ulcer, it is the surgeon him- 
self who, by adequate preoperative and postopera- 
tive care, can reach a high level in permanent 
restoration of many of these gastric invalids. He, 
and only he, is in a position to exert the maximum 
psychotherapeutic aid during the postoperative 
period without which the utmost of clinical benefit 
cannot be achieved even with a perfectly executed 
procedure. Most surgeons can cite many examples 
illustrating the tremendous psychotherapeutic 
influence they have on the actual progress of disease 
in many patients, particularly those who look upon 
him as “Mr. God.” This relationship is one which 
may be used by the surgeon for the benefit of the 
patient if he would only take the time to fully take 
advantage of it. This opportunity, however, cannot 
come if the surgeon merely sees his patient while 
he is in the operating room. He must spend an ade- 
quate amount of time with him both before and 


‘after operation. 


The surgeon as a physician will gain considerable 
therapeutic satisfaction by recognizing physiolog- 
ical deficiencies that occur in his patient so that he 
can understand clinical manifestations in terms 
thereof. Only on this basis can adéquate supportive 
therapy be initiated. Yet there is widespread evi- 
dence that knowledge of water and salt balance, 
though readily available, is still applied incompletely 
or not at all. Knowledge in the field of nutrition in 
general is also available to all surgeons. Only by 
sufficient interest in and application of this knowl- 
edge can full advantage be taken in the care of 
patients not only in the reduction of mortality, but 
also in the eventual elimination of postoperative 
complications. 


The surgeon as a physician will learn to place 
technical skill in the proper framework of a practi- 
tioner of the healing art. He will realize that his 
specialty should be designed for the good of the 
patient and not for his own convenience. As Sir 


Clifford Albutt once wrote: ‘The division of medi- 
continued on next page 
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cine into medicine and surgery had its root not in 
nature nor even in natural artifice, but in clerical, 
feudal and humanistic conceits.”” It is to be hoped 
that the surgeon will do his part in breaking down 
the artificial barriers which now exist between 
medicine and surgery, particularly in large teaching 
hospitals. Conferences on specific diseases should 
be the joint responsibility of both surgeons and 
internists. Surgical ward rounds or conferences 
can always be enriched by the participation of 
internists and vice versa. Perhaps some day a hos- 
pital or even a ward will be assigned to “sick 
patients” regardless of whether someone has 
applied a surgical or medical label. 

The surgeon as a physician will not be so con- 
ceited that he limits himself to the spectacular or 
purely operative diseases. As one skilled in the 
healing art, he will be interested in minor as well 
as in major surgery, remembering the wise aphor- 
ism of one of the Mayo brothers “minor surgery is 
surgery performed by a minor surgeon.” A patient 
with a paronychia may suffer just as much pain 
as one with acute appendicitis and merits just as 
good care. These considerations apply particularly 
to the surgical specialties which tend perhaps more 
than in general surgery to limit their teaching to the 
details of technic. In his presidential address at the 
18th Annual Meeting of the American Academy of 
Orthopedic Surgeons, Guy Caldwell expressed this 
problem as follows. 

“Because operations are spectacular and perhaps, 
because higher fees may be charged for such treat- 
ment, our residents often complete their training 
with distorted ideas of the importance of surgery 
in orthopaedics. They enter practice with but a 
vague conception of the application of orthopaedic 
principles in the care of the non-operative problems 
which confront us from day to day. Many trainees 
who have become proficient in the performance of 
spine fusions and arthroplasties of the hip are at 
sea when confronted with a case of painful flat- 
foot, chronic backache, or occupational strain. They 
often know little of brace designing and fitting or 
how to prescribe proper corrective shoes and cor- 
sets. This situation has developed because we, their 
teachers, are primarily interested in our more com- 
plicated operative problems and devote most of 
our teaching time to these, to the exclusion of the 
numerous ambulatory problems seen in our offices 
and in the out-patient clinics. Continued encourage- 
ment of such a trend can only result in narrowing 
our field of work and neglecting a large group of 
patients who have just claims upon us for special 
care. This neglected group must then turn more 
and more to cultists and irregular practitioners for 
help, and we shall be guilty of building the work 
of these practitioners while limiting our own field.” 

Finally, the surgeon as physician will enjoy true 
peace of mind in the pleasures which reward moral 
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behavior by sincerely following the oath of Hippoc- 
rates. Large financial returns tend to encourage 
dishonest surgery in the degree to which the surgeon 
considers himself merely a technician. Ghost 
surgery and fee splitting would not be wrong if 
the surgeon were merely an artisan selling his sery- 
ice to the highest bidder. But as a physician he 
must hitch his wagon to the star of service to 
humanity. Only in this way can he best serve his 
own self interest. Self interest in the best sense 
of the word will come only when the physician 
realizes that he is doing his job well. When he 
does, the satisfactions are not to be exceeded in 
kind or in type by any other human calling. 


In summary, therefore, the 20th century surgeon 
as a technician must learn to meet the responsibil- 
ities presented by the disease encountered at the 
operating table. But he must also as a physician 
lift his eyes from the incision and view the patient 
as a whole. He must extend his horizon beyond the 
confines of the operating room and his interest for 
a period longer than the brief interval required by 
the procedure itself. For only in this way can he 
hold his head on high and associate on an equal 
intellectual plane with his colleagues, the biochem- 
ists, the physiologists, the internists, the anesthesi- 
ologists, the pathologists and the radiologists. The 
purpose is noteworthy and laudable — the most 
efficient, the safest and the most humane conquest 
of disease. 
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HE EXCELLENT PROGRAMS pioneered by the 

Rhode Island Division ‘of the Women’s Field 
Army, American Cancer Society, and fostered by 
the Cancer Committee of the Rhode Island Medical 
Society and subsequently by the Rhode Island 
Cancer Society! have contributed greatly in 
acquainting the general public with the importance 
of early diagnosis of cancer. As a result of these 
campaigns, many are requesting treatment when 
cancer is in its incipient stages and more amenable 
to treatment. Although some have voiced concern 
over lesions that proved to be lymphangiomas, 
verruca vulgaris, hemangiomas, seborrheic kerato- 
ses, keloids, fibromas, xanthomas, sebaceous cysts, 
etc., not infrequently some of the lesions represent 
frank cancer of the skin. Furthermore, precancer- 
ous lesions like leucoplakia and senile keratoses are 
now meriting more attention before the onset of 
malignancy. 

The skin is the most frequent site of malignant 
disease.? In this group are Basal, Superficial Epi- 
theliomatosis, Squamous and Malignant Melano- 
mas. Less common are Bowen’s, Paget’s, Sarcoma 
Cutis, Lymphosarcoma and Kaposi’s Multiple 
Hemorrhagic Sarcomas. 


Basal 


Clinically the Basal Cell Epithelioma occurring 
predominantly on anterior portions of the face 
may first be seen as a small translucent nodule. This 
either enlarges as such or undergoes central involu- 
tion or ulceration resulting in a pearly, rolled, 
telangiectatic border. Although this is the more 
usual evolution, it may be ulcerous, papillary, flat, 
cicatrizing or morphia-like. It does not usually 
metastisize but the growth, although slow, may 
become deeply invasive, destroying appendages and 
finally result in death from infection, exhaustion 
and hemorrhage. 


Histology: The typical Basal-cell Epithelioma 
may start as a downward proliferation from basal 
cells of the epidermis. The cutting of the section 
may give the impression of islands of cells of 
various sizes and shapes. Here the typically appear- 
ing basal cells but without intercellular bridges 
enclose paler and smaller cells. Atypical horny 
pearls may form and mitotic figures may be present. 
It is well to note that about ten to fifteen per cent 
of these cases are of the mixed Baso-Squamous 
type.? 

Treatment : Early lesions are cured with any one 
of the established therapeutic methods. The 
writer depends on one or combinations of the 
following: excision, electrocoagulation, x-ray or 
radium. Much depends on the type, size, number, 
location, the character of the tissue in which the 
tumor is growing and the age of the patient. Basal 
cell tumors are less serious than squamous and more 
consideration can be given to the cosmetic results 
when they are being treated. I believe that excision 
when feasible is the treatment of choice. Electro- 
coagulation may be given the next consideration. 
One or two gold seeds each containing 1 me. of 
radon implanted in lesion one centimeter or less 
have given excellent results. X-ray is equally satis- 
factory. The articles written on the efficacy of 
irradiation are legion. 

There is a difference of opinion as to whether the 
ultimate cosmetic result is better with x-ray or 
electrocoagulation.®* I believe one of the reasons 
this conflict has arisen is because of the difference 
in the depth of the basals. Many are similar to ice- 
bergs with more beneath the surface than above. 
The deeper ones will obviously leave more sequelae. 
Another factor is time of examination of scar since 
inevitable radiodermatitis? becomes apparent in 
time, while electrocoagulation scars usually im- 
prove with age. 

Lesions on the nose, most frequently basal, may 
be less subject to excision and one depends on elec- 
trocoagulation or x-ray or both. Scars are usually 
accentuated on nasal tissue and, therefore, in per- 
forming a biopsy it is preferable that it be as super- 
ficial as possible. 

Lesions on the eyelids, also most frequently basal, 
are given the same consideration as basals else- 


where; although some prefer irradiation.6 Of 
continued on next page 
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course, involvement of tarsi, conjunctivae and areas 
near the tear ducts complicate the problem and 
should be treated in conjunction with the 
ophthalmologist. 

It is well to note that some cases, especially on 
the face, are multiple and it is practical to remove 
two or three at one sitting. There may be five or 
ten seen on the face and new ones continue to erupt. 
After employing all methods in this multiple group, 
I believe electrocoagulation usually is the treat- 
ment of choice; it gives excellent results and is 
certainly more practical. 

Superficial Epitheliomatosis 

The superficial, multiple or multicentric basal 
cell epitheliomatosis show well-demarcated pink 
patches speckled with crusts and scales which may 
resemble Psoriasis or Eczema. They must also 
be distinguished from Bowen’s disease or Super- 
ficial Epithelioma precipitated by ingestions of 
arsenic.” It spreads peripherally and may have a 
border of pearls. The sites of predilection are the 
sides of the neck and trunk. When seen they are 
usually too great in number and extent for exci- 
sion. Since some believe they are radio-resistant ;'° 
electrocoagulation is frequently the method of 
choice. 

Histology: One of the distinguishing features 


between the ordinary basal cell epithelioma and the 
superficial epitheliomatosis is that the latter, in 
addition to its superficiality, originates from the 
epidermis in multiple foci. 


Squamous 

The sites of predilection are scalp, ears, dorsa 
of hands, lower lip, mouth and tongue although it 
may be found most anywhere on the skin. In 
general they comprise about fifteen per cent of 
epitheliomata. The earliest perceptible growth may 
be a reddish nodule or a flat, superficial, erythe- 
matous, desquamative, well-demarcated lesion. In 
weeks or months, dilatation of capillaries with 
superficial ulceration may ensue which at first may 
he concealed with crust and scales. With progres- 
sion, induration and ulceration become more appar- 
ent, the borders become hard and everted. Verru- 
cous, papillomatous and vegetating growths may 
occur. Sooner or later there is invasion of connec- 
tive tissue, cartilage, periosteum, bone and lymph 
glands. There is individual difference in rapidity 
and some believe in ability to metastisize. 

Histology : As a rule, the entire picture is charac- 
teristic.'' Irregular masses of epidermal cells pro- 
liferate downward and invade the dermis. These 
cells!? in general are composed of differentiated and 
dedifferentiated (atypical) squamous cells. The 
latter cells show changes in size, shape, hyper- 
chromasia of nuclei, absence of prickles, individual 
keratinization and presence of normal and abnormal 
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mitotic figures. The greater the percentage of these 
dedifferentiated cells, the more malignant the tumor 
and the higher it is graded in Broder’s Classifica- 
tion. From a practical point of view, Sutton states, 
“... that the outcome in a given case is dependent 
on the removal or incapacitation of all cancer 
cells whatever grade they be assigned to, and that 
such removal is easy in small lesions and difficult 
in advanced ones without regard to the grade.” 

Treatment: MacKee and Cipillaro state that 
before they are invasive and before metastasis 
occurs, they can be cured by any of the recognized 
therapeutic measures.!* Much that was said regard- 
ing Basal applies to Squamous when detected early, 
but the treatment should be more radical. Excision 
should be wider and deeper; surgical diathermy 
when employed should be more extensive. X-ray 
and radium which give excellent results should 
be used in larger doses but should preferably be 
avoided especially in maximal doses where there 
is close proximity to cartilage and bone such as ear 
and scalp. At times surgical diathermy followed 
by x-ray is indicated. The treatment, of course, 
as with Basals must be individualized and too much 
generalization may lead to misconception. It cannot 
be too strongly emphasized that the first treatment 
should be adequate, since recurrence in scars results 
in a more entrenched growth. 

Squamous .carcinomata of the skin do not 
metastisize early to lymph nodes and, therefore, the 
problem of management of these nodes is not so 
important as in the case of epitheliomas of mucous 
membranes.'> However, examination for glands 
is always indicated. 


Malignant Melanomas 


Sachs states that malignant change in a junction 
nevus results in a nevocarcinoma!® (malignant 
melanoma.) These junction nevi are usually non- 
hairy, smooth, blue black, brown, or slaty in color. 
However they may be verrucous or nonpigmented. 
The earliest changes may be an increase in size and 
pigmentation with scaling. Ulceration, inflamma- 
tion and bleeding may be comparatively late signs. 

Histology: The histological diagnosis of early 
malignant melanoma may frequently be difficult. 
To complicate it further, some believe absolute 
diagnosis depends on showing metastases. In early 
cases,'* among other factors, the clusters of nevus 
cells are no longer uniform, small and evenly-spaced 
but vary in size, some being bizzare and loosely 
arranged. Mitotic figures and an inflammatory 
zone (not a folliculitis) previously missing are now 
seen. Changes in amount of pigment in early stage 
may not be significant. 

Although the treatment of malignant melanomas 
belongs in the realm of major surgery, there are 


some early cases that may defy clinical diagnosis, 
continued on page 258 








EARLY CANCER OF THE SKIN 


oo 
wy 
ras 
ad a ap 
. 


BASAL BASAL BASAL 
Naso-labial & upper lip Naso-labial Forehead 


ae 
ies “ 


BASAL BASAL BASAL 
Near Canthus Forehead Naso-labial 


— 


Superficial Type SQUAMOUS SQUAMOUS 
Side of neck Side of neck Behind ear 


SQUAMOUS SQUAMOUS SQUAMOUS 


SQUAMOUS 
Front of ear 


Ear tar Dorsum of hand 


MALIGNANT MELANOMA MALIGNANT MELANOMA MALIGNANT MELANOMA MALIGNANT MELANOMA Pigmented Basal 
Forearm Front ear Late-leg Thigh Simulating M. M. 








EARLY CANCER OF THE SKIN 
concluded from page 256 

especially the amelanotic type. The ideal would be 
to have these in the Operating Room, to perform a 
frozen section and thereby immediately determine 
the extent of surgery. Not only may it be difficult 
to determine the presence of malignancy but the 
very character of the lesions may be in doubt. A 
pigmented basal cell epithelioma may easily be 
confused with melanoma (malignant) .'8 










In very dubious cases, an incision wide and deep 
of lesion is performed with biopsy report requested 
as soon as possible. If the report should be unex- 
pectedly adverse, additional measures (wider and 
deeper excision with glandular dissection) can be 
undertaken at once.!® Use of electrocoagulation, 
x-ray or radium on suspicious lesions is not advised. 









Conclusions 






The clinical, histological, and therapeutic aspects 
of early Basal, Superficial Epitheliomatosis, Squa- 
mous and Malignant Melanoma have been dis- 
cussed. 

Because of the Cancer Campaigns more people 
are asking advice regarding epitheliomas in the 
early stage. Continued education of the public is 
vital as one is constantly reminded when seeing 
the larger carcinomata. 










The best prospect for control of skin cancer lies 
in early recognition and adequate treatment when 
the lesion is small. George E. Pfahler expressed 
it well when he stated, “More progress can be made 
by efforts in this direction (education and early 
detection) than by searching for some kind of 
remote specific cure or by increasing our technical 
equipment or even by any special technic which 
any one of us may have developed for the treatment 
of an advanced case.’’*° 
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1 iow OCCURRENCE of an extragenital chorionepi- 
thelioma arising from a mediastinal teratoma is 
quite unusual and it is therefore reported. There 
are only twelve cases in the available literature and 
these have all been in males. The following case 
report is the first in a female. 


Case History 

V. S., a 44-year-old, white, Armenian female, 
was admitted to the Rhode Island Hospital on 
December 8, 1950, because of cough, dyspnea, and 
hemoptysis. Eleven years previously she had had 
an inguinal herniorrhaphy. Five weeks before ad- 
mission she had developed a “cold”, which resulted 
ina dry hacking cough. Hemoptysis, dyspnea, and 
substernal pain began about one week previous to 
admission. There had been no chills nor fever. 

Concomitant with the onset of her illness she had 
discovered a mass in the right lower part of her 
neck just above the sternoclavicular joint. There 
was a ten-pound weight loss. There was no dys- 
phagia nor edema. For one year before admission 
she had had irregularity of her menses in that she 
would skip one or two months at a time. There was 
no recent history of pregnancy. 

Physical examination showed the blood pressure 
to be 140/80; the temperature 100; the pulse rate 
88. She was a well-developed, well-nourished white 
female who was acutely ill. There was dyspnea, 
cyanosis, cough, hemoptysis and substernal pain. 
Just behind the right clavicle there was felt a 4- 
cm-sized mass. Several small nodes were palpable 
in the left axilla. Bronchial breath sounds were 
heard in the axilla on both sides as well as numerous 
dry, crackling rales. A grade I systolic murmur 
could be heard at the apex of the heart. There was 
suggestive clubbing of the fingers and toes but 
otherwise the remainder of the examination was 
considered normal. 


Hospital Course: Chest x-ray was interpreted 
as being consistent with bilateral bronchopneu- 
monia. Biopsy examination of the neck mass 
resulted in a diagnosis of “Undifferentiated tumor, 
possibly chorionepithelioma, metastatic, of cervical 
lymph node.” Clinically, the patient’s course was 
one of rapidly progressing deterioration with low 
grade fever, dyspnea, cough, hemoptysis and cyan- 
osis. She expired on the eighth hospital day. 

Autopsy Findings 

The significant findings were those of a medias- 
tinal tumor mass located chiefly in the superior 
mediastinum. It surrounded the ascending aorta 
and arch and extended up the right paratracheal 
gutter and under the clavicle to the right supra- 
clavicular area. In its course it surrounded the 
origin of the right subclavian and right common 
carotid arteries. The tumor mass extended for a 
short distance along the right main bronchus as well 
as being located behind the bifurcation of the 
trachea. The tumor was hemorrhagic, mottled, 
bluish black, and on section showed a clearly de- 
marcated area that was dense, smooth, and grayish 
yellow. Scattered throughout the parenchyma of 
both lungs were varied-sized, rounded tumor masses 
which were hemorrhagic and black in appearance. 
Incorporated in the main tumor mass were hilar 
and mediastinal lymph nodes with scattered anthra- 
cotic pigment. The liver contained two foci of 
tumor tissue. 

Microscopically, the tumor had a variegated ap- 
pearance composed of a mixture of tissue from the 
various germ layers. These consisted of fetal cartil- 
age, intermingled with glandular tissue, squamous 
epithelium and trophoblastic tissue, all of varying 
degrees of undifferentiation. The mediastinal lymph 
nodes and liver contained granulomatous lesions 
with central caseation typical of tuberculosis. No 
such lesions were demonstrable in the lungs. 

Except for a follicle cyst in the ovary, no other 
abnormality was noted in the genital tract. The final 
diagnosis was: ““Teratocarcinoma of mediastinum 
with metastases to lungs, liver, and mediastinal 
and clavicular lymph nodes; tuberculosis of 


mediastinal lymph nodes and liver.” 
continued on next page 
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Since a teratoma is a tumor composed of deriva- 
tives from all three germ layers, they are a complex 
tumor microscopically. Even the so-called tera- 
toma, in spite of the finding of well formed tissue 
elements, is potentially malignant because of its 
ability to recur as well as give rise to metastases. 
When there is microscopically demonstrable ana- 
plastic tissue interspersed in these tumors it is 
classed as a teratocarcinoma. Because of the 
chorionepitheliomatous elements found sometimes 
in these tumors, their origin has been a subject of 
controversy for years. Many have followed the 
school championed by Ewing that abdominal and 
thoracic teratomas represent metastatic growths 
from tiny tumors or their vestiges in the testes or 
ovaries, 

Houghton!}* and Kantrowitz? have written 
separate articles, however, which seem to com- 
pletely refute this theory. Kantrowitz reported a 
case in 1934 in which a mediastinal teratoma was 
found in a male which contained chorio-epithelioma 
and he made a complete study of the testicles and 
no evidence of a primary teratoma was found in 
that site. Later Houghton (1936) made similar 
studies and came to the same conclusion. Hough- 
ton’s review of the literature produced twenty-four 
cases of malignant mediastinal teratomas which he 
felt could be accepted. Of these, five contained 
chorio-epitheliomatous elements. It is interesting 
to note that all five were reported in males. Several 
similar studies have been done since then® and 
complete examination of the genitalia carried out, 
in these cases, and it now seems certain that extra- 
genital chorio-epithelioma can occur from tera- 


Metastatic Chorionepithelioma in Lung 
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tomas, primary in the mediastinum. In October 
1950, Shlimovitz and Van Brown? reported what 
they believed to be the twelfth case of proven extra- 
genital chorio-epithelioma of this particular type. 
It, too, was in a male. 

In keeping with this concept, we felt that it 
would be interesting to report a case of extra-genital 
chorio-epithelioma that originated from a medias- 
tinal teratoma but, in this. particular case, in a 
female. As far as could be determined from the 
English and some foreign literature all of the 
previously reported cases have occurred in males, 
Grossly, no abnormality of the genital tract could 
be found in this case by several observers. Sections 
of the uterus and ovaries failed to reveal any evi- 
dence of neoplasm. There were no abdominal or 
retroperitoneal gland metastases in this case, 
which would presuppose a genital tract malignancy. 


SUMMARY 


This, therefore, is an unusual case of a female 
having a malignant teratoma of the mediastinum in 
which there were chorionepitheliomatous elements. 
There was no tumor in the genitalia. Of additional 
interest was the finding of tuberculosis of hilar 
lymph nodes and liver. 
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FLUORIDATION OF WATER SUPPLIES 


se ERE Is much agitation in certain quarters for 
the mass fluoridation of communal water sup- 
plies as an aid to decreasing the incidence of dental 
caries in children. 

All pilot studies demonstrate that the full benefits 
of fluoridated drinking water accrue only to those 
children who used the drinking water from birth, 
according to Knutson. 

The comparison is sometimes made that fluorida- 
tion is akin to chlorination of water supplies, but 
this is not true. The addition of chlorine to water 
supplies is for the purpose of preventing communic- 
able diseases which would threaten the welfare 
of the public “en masse”, but the addition of fluor- 
ide merely confers a partial benefit on a particular 
group of individuals (children) for their own 
personal welfare and it is not a complete public 
health measure. 

In the Congressional Record of March 24, 1952 
the Honorable A. L. Miller of Nebraska discusses 
the pros and cons of adding fluorine to water 
supplies. He comments extensively on the Special 
Committee on Chemicals in Foods which has just 
completed exhaustive hearings on the subject. He 
declares that the eighteen experts who testified 
before the Committee showed no unanimity of 
opinion. The scientists felt that certain experiments 
now in progress were not far enough advanced to 
allow them to issue a sound opinion. 


The evidence presented at the hearing demon- 
strated that the experts do not know what effect 
fluorides might have on the acutely or chronically 
ill child, or on the older groups who might be ill. 

Congressman Miller further states in his report 
that there is no scientific basis for immediate accep- 
tance of the proposal to treat the entire population 
with fluorides and that the mass medication of 
fluorides is still in the experimental category. It is 
too early to evaluate the studies now in progress. 

All of the above confirms the opinion expressed 
by the Council of the Rhode Island Medical Society 
in June of 1951 when it officially declared that it 
“has reviewed the progress to date of the several 
controlled studies now operated — and it feels that 
the procedure has merit. The Council recommends 
the continuation of controlled studies.” 

The American Medical Association House of 
Delegates Committee on Public Health and Hy- 
giene, at the Interim Session in Los Angeles in 
December, 1951, restated the principle that “the 
addition of fluorides to water supplies seems to have 
merit” and endorsed it in “principle.” 

The Society’s representative to the conference 
in Mayor Reynold’s office stated the position of the 
Rhode Island Medical Society as follows: “The 
Society does not oppose the fluoridation of water 
supplies but the Medical Society feels that it is not 


prepared to urge the adoption of fluoridation at 
continued on next page 
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the present time. It further feels that it would be 
advisable to wait for the completion of the con- 
trolled studies now in progress to properly evaluate 
this problem.” 


NEW ENGLAND MEDICAL COUNCIL 


At its annual meeting last month the Council of 
the New England State Medical Societies elected 
Dr. Charles J. Ashworth, past president of the 
Rhode Island Medical Society, as its vice president 
for the ensuing twelve month period, and presum- 
ably then to move him up to the leadership of the 
Council 1953 to succeed Dr. Deering Smith of 
New Hampshire, president now. We congratulate 
Dr. Ashworth upon his selection as the third Rhode 
Islander to be honored in this manner by the New 
England group, and we felicitate the Council on 
its excellent choice for we in Rhode Island are 
well aware of the outstanding talents of Doctor 
Ashworth for leadership. 

Started in 1945 by our Society when Dr. John 
F. Kenney was our president, the Council of the 
New England State Medical Societies now stands 
forth as the major example among medical groups 
of the country organized for regional discussion 
and planning. As a deliberative conference the 
Council is achieving its purpose to bring about a 
closer cooperation among our Societies in the 
development of the highest standards in the conduct 
and administration of medical care, in the develop- 
ment of plans relative to the better organization of 
medicine, and in the furtherance of plans to improve 
the health of all the people in the New England 
States. 


POLLUTION 

At a recent meeting of the Providence Medical 
Association, Mr. Austin Daley, Air Pollution 
Engineer for the City of Providence, gave an inter- 
esting outline of the improvements so far made in 
our atmosphere. We think that on the whole there 
has been encouraging progress. Certainly we do 
not feel so much grit or notice so much dirt on our 
hands and house furnishings. 

All this, of course, does not mean that this aspect 
of the millennium has been reached. Our air still 
lacks some of the sparkling brilliancy of that in 
the White Mountains or even of the purity of 
South County. A glance at the waterfront on a 
moonlight night, or even a daytime view as one 
looks towards the neighborhood of Point Street 
Bridge, will frequently show a pall of smoke blow- 
ing over the city. This does not often come from 
the stacks of large sea-going vessels which are 
notorious for blowing out a plume of smoke. We 
do not think it would be a mean underhand thing 
if any of you who notice frequent offenders should 
report to Mr. Daley. Society is so constituted that 
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constant crabbing against nuisances is still a helpful 
way to get improvement. 

Mr. Daley is rather pessimistic about improve- 
ments in our city streets where large trucks and 
buses still pour out products of incomplete com- 
bustion. Well-adjusted engines consume their fuel 
with a minimum of disagreeable and harmful 
exhaust. We still hope for a time when these big 
motors will be more universally toned up. 

We think it only fair here to mention the work 
of Dr. Edward S. Cameron, Chairman of the Air 
Pollution Abatement Committee. He has been an 
earnest, vigorous worker for better air. Without 
his driving ways the Air Pollution Campaign would 
certainly not have progressed as it has. 

There have been undoubtedly many steps towards 
improvement of the water pollution since the Rhode 
Island Medical Society put new life into the fight 
just after the last war. We are told by those who 
ought to know that there are no longer big oil 
slicks on the bay. 

Lots of expensive work has been done in the 
Blackstone Valley. The Navy has finally been 
moved to promise a cleanup of their nauseous mess 
at Newport and presumably this is going to set an 
example and stir up that municipality to do more 
for the handling of their own sewage. Nearly all 
of the lesser communities on our water front are 
stirring themselves but there is a great deal yet to 
be done. It is evident that Providence is not 
handling all of its sewage well up to date. We do 
not think that Woonsocket has done much although 
it’s now making progress. Apparently the worst 
community in proportion to its size is East Green- 
wich. The waters of Greenwich Cove are nasty, 
but apparently quahogs are not refined in their taste. 
They accept these waters and seem to fatten on 
them. A large proportion of these shellfish are eaten 
raw, such as little necks and cherrystones. Hence 
this is a definite health menace. There are laws 
enough to stop the illegal taking of quahogs at 
Greenwich but public apathy seems to be pretty pro- 
found here. If occasionally a tonger is captured 
while harvesting these nasty quahogs and is not 
forgotten in the legal and judicial runaround, the 
capture leads to the actual payment of a fine. This 
is in substance only a small license fee that he pays. 

The wholesaler who buys from the tonger is the 
real culprit. 

It is to be hoped that a community feeling will 
ultimately be aroused so that this dirty worker will 
be stopped at East Greenwich. 


WHEN DISASTER STRIKES 


We in New England know well the importance 
of adequate pharmaceutical and biological supplies 
when a disaster strikes a community. The floods 


of northern New England, the hurricanes that have 
continued on page 264 
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OF SMOOTH MUSCLE SPASM 


Hypertonic states of the gastrointestinal, uterine or bladder musculature are 
thought to be the combined result of an autonomic imbalance and direct over- 
stimulation of the smooth muscle cells. 

Pavatrine® with Phenobarbital offers particular help to the tense, nervous 
patient who is suffering the distress of smooth muscle spasm. Pavatrine effects a 
combined neurotropic and musculotropic spasmolysis while the mild sedation of 
phenobarbital helps to control undue nervous excitability. 

Each tablet contains 125 mg. (2 grains) of Pavatrine (3-diethylaminoethyl 
fluorene-9-carboxylate hydrochloride) and 15 mg. (% grain) of phenobarbital. 


® 
PAVATRINE with PHENOBARBITAL 


Searle RESEARCH IN THE SERVICE OF MEDICINE 





WHEN DISASTER STRIKES 
concluded from page 262 
struck our southern shores, the major fires, such 
as the Hartford circus catastrophe and the Boston 
Cocoanut Grove disaster, are within our memory as 
we read of the great floods now rampaging the 
Missouri and Mississippi river valleys. 

The Eli Lilly and Company are reported as on 
record for replacing stocks of pharmaceuticals and 
biologicals damaged by uninsurable hazards as far 
back as the 1906 San Francisco disaster. We are 


sure that other major pharmaceutical companies 
have been equally cooperative through the years in 
replacing stocks and in providing fast shipment of 
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typhoid vaccine and other products to cope with an 
emergency. Their work in the flood areas of the 
Midwest recently won wide commendation. 

During World War II large numbers of our 
citizens learned for the first time the necessity for 
careful organization in time of disaster. The atomic 
threat has renewed our thinking about civilian 
defense, and any of us who have been engaged in 
such planning are aware of the importance of an 
adequate stockpile of vital equipment. Without 
waiting for a disaster to strike, the pharmaceutical 
industry, as exemplified by Lilly and other large 
companies, is prepared. We salute them for their 
outstanding community service ! 








The Providence Medical Association notes 
with regret the passing of an outstanding 
roentgenologist of Providence, Dr.. Isaac 
Gerber, a member of the society for thirty- 
eight years. While the milestones of his 
career can be quickly listed, his accomplish- 
ments and attributes were greater than indi- 
cated by the mere skeleton of dates. 

He was born in Boston, Mass., on May 11, 
1885, was graduated from Harvard College 
in 1907 and Harvard Medical School in 1910. 
After an internship at the Boston City Hos- 
pital in 1910-11, he came to R. I. in 1914, 
where he opened an office for the practice of 
radiology. From 1916 to 1920 he was director 
of the X-ray department at the R. I. Hospital. 
He retired from active practice in 1944, but, 
until 1948, he continued working in his chosen 
field by assisting at the R. I. Hospital during 
the trying war years and continuing until 
1948. 

In addition to membership in the Provi- 
dence Medical Association, the R. I. Medical 
Society of which he was vice-president in 
1947-48, and the American Medical Asso- 
ciation, he was a member and former Presi- 
dent of the New England Roentgen-Ray 
Society. He was also a Fellow of the Ameri- 
can College of Physicians, a Fellow of the 
American College of Radiology, a diplomate 
of the American Board of Radiology and a 
member of the American Roentgen-Ray 
Society and the Radiological Society of North 
America. He was also a non-resident member 
of Swedish and British X-ray Societies. 

Dr. Gerber was the first in this locality to 
confine his practice to radiology and brought 
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the first radium into Providence for use on 
patients. 

In his honor, the annual Gerber Oration 
was established by his colleagues of the 
Miriam Hospital Staff in February, 1948. 

On November 30, 1911, he married Rose 
Albert Gerber who survives him, as does a 
married daughter. 

Although for more than twenty-five years 
he was afflicted by a progressive spinal-cord 
ailment, he continued unabated activity in the 
practice of his profession, and a continuous 
keen interest in all branches in medicine. 
Even after his retirement from active prac- 
tice, he continued to show his interest in 
medical matters by his constant and regular 
attendance at medical meetings and con- 
ferences. 

The courage which Dr. Gerber exhibited 
in carrying on for many years in spite of a 
wheelchair existence was a continual source 
of marvel and inspiration to his colleagues. 
A man of less indomitable will would have 
accepted his disability as a block to further 
activity. Even the added blow of the untimely 
passing of his son in 1943, at the age of 
twenty-five, did not visibly curtail his 
activities. 

Dr. Gerber’s death was due to coronary 
thrombosis, occurring after a long and pain- 
ful siege of sciatic neuritis. Post-mortem 
examination disclosed that the cause of his 
progressive paresis was a spinal-cord tumor. 

The medical profession of Providence has 
lost, not only a highly skilled specialist in 
roentgenology, but a loved friend to many, 
a ready advisor and an able teacher. 
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SULFATE 


... for Gram-negative infections caused 
or complicated by Ps. aeruginosa (Bact. 
pyocyaneum), Polymyxin B Sulfate, Pfizer is 
supplied in the following forms: 


Parenteral 

POLYMYXIN B SULFATE, PFIZER, STERILE is in- 
tended for intramuscular or intrathecal ad- 
ministration in hospitalized patients only. 
(Vials containing 500,000 units—equivalent 
to 50 mg.) 


Topical 


POLYMYXIN B SULFATE, PFIZER, STERILE for 
use as a dusting powder, for preparation of 
topical ointments, wound dressings, etc. 
(Vial containing 200,000 units—equivalent 
to 20 mg.) 

POLYMYXIN B SULFATE, PFIZER, OINTMENT for 
localized skin infections, burns, etc. (14 oz. 
tube providing 20,000 units per gram—equiv- 
alent to 2 mg.) 


Antibiotic Division, Chas. Pfizer & Co., Brooklyn 6, N. Y. 
World’s Largest Producer of Antibiotics 


TERRAMYCIN ® PENICILLIN ® STREPTOMYCIN ®° 


DIHYDROSTREPTOMYCIN ® 


COMBIOTIC * BACITRACIN *® POLYMYXIN 
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PRESIDENT’S MESSAGE 





“Doctors today have to be political economists as well as diagnosticians. 
The practice of our profession has changed because of circumstances 
outside the medical profession. 

It becomes not only wise, it becomes imperative for us to pay a great 
deal more attention to government because government today reaches 
into everybody's life every hour of the day. Whether we will long have 
the chance to use with success and satisfaction the scientific knowledge 
and skills we have so long worked to acquire will be determined how well 
we handle our political affairs.” 


HonorABLE WALTER H. Jupp, M.p., of Minnesota 
Member, House of Representatives, Congress of the United States 


I N THIS YEAR Of 1952, a year in which the people of this country will again 

exercise the greatest privilege of a democracy, the right to secret vote 
for officers of our local, state and national governments, the counsel of 
Doctor-Congressman Judd warrants the attention of every physician. 

For too long have physicians tended to look upon politics and political 
affairs as something outside their province. Like many other groups of 
citizens we have been acting on occasion as if politics were apart from our 
thinking, and we have probably allowed the term “politician” to have only 
the worst connotation. But whether we like it or not, it is the politicians 
of this country to whom we entrust the protection of our democracy. 

The national education campaign of the American Medical Association, 
and the outstanding work of our Society’s committee on public policy and 
relations in the past three years, has focused attention effectively on the 
dangers inherent in the socialist programs that have been advanced for the 
control of medicine, and by the same measure the control of any other pro- 
fession, or any industry. By these educational programs we believe that 
the public in general has been awakened to the threats to its freedoms. But 
this is not enough. 

Our task now as physician-citizens is to help keep people everywhere 
alerted to the value of the American heritage of true democracy. In this 
election year we will all be bombarded with claims and counter-claims of 
our two great political parties, and issues will undoubtedly become beclouded 
with personalities. 

Out of this maelstrom we must evolve the strongest possible leadership at 
city, state and national levels to keep America strong. As educated men we 
have an added responsibility to be thoroughly familiar with the platforms 
adopted by our major political parties, and with the views of those who 
will campaign for political office on such platforms. And our responsibility 
will not be discharged until we have taken active leadership individually in 
our communities in discussing basic political issues, informing our patients 
how we stand on them, and why they should be supported. 


ALBert H. JAcKvony, M.D., President 
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Whether a deficiency of corpus luteum hormone 

presents as spontaneous abortion, metrorrhagia, functional 
dysmenorrhea, or premenstrual tension, it may be 

corrected physiologically by PROLUTON and PRANONE. 
ProLuToON (pure progesterone) is administered 
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aid development of a normal endometrium essential 

for uninterrupted pregnancy and normal menses. 


’ROLUTON ® (Progesterone U.S.P.) in oil for intramuscular injection. 
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solid solvent base, Po.yHyproL.® 

‘RANONE ® Tablets (Ethisterone U.S.P.; anhydrohydroxyprogesterone), 
orally effective progestin. 
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IN ANGINA PECTORIS AND 
CORONARY ARTERY DISEASE 


_ CLINICALLY ‘PROVEN Carefully controlled objective studies 
in humans and very extensive clinical experience have de- 
finitely proven the value of Theobromine Sodium Acetate 


in wit inna Pectoris and Coronary Artery Disease. 


: | 714 grains q.i.d. before meals and be- 
fore retiring. A capsule upon arising if necessary. 
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TABLETS THESODATE 
*(714 gr.) 0.5 Gm * (334 gr.) 0.25 Gm. 


THESODATE WITH PHENOBARBITAL 
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THESODATE, POTASSIUM IODIDE AND PHENOBARBITAL 
Theobromine Sodium Acetate (5 gr.) 0.3 Gm. 
Potassium Iodide ( 2 gr.) 0.12 Gm. 
Phenobarbital (14 gr.) 15 mg. 


Capsules also available in forms 
marked with asterisk (*) above in bottles of 25 — 100. 


For Sample---just send your Rx blank marked RI-5-52 
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BREWER G&G COMPANY, INC. 
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DISTRICT MEDICAL SOCIETY MEETINGS 





PROVIDENCE MEDICAL ASSOCIATION 


A regular meeting of the Providence Medical 
Association was held at the Medical Library on 
Monday, April 7, 1952. The meeting was called to 
order by the President, Frederic J. Burns, M.D. at 
8 :30 p.m. 

The reading of the minutes of the previous meet- 
ing was omitted. 

The Secretary reported a communication from 
the Rhode Island Academy of General Practice 
announcing a lecture and round-table discussion at 
the Medical Library on April 9, 1952 to which mem- 
bers of the Association were invited. 

The Secretary reported for the Executive Com- 
mittee that it recommended to elect to active mem- 
bership in the Association Nicola DiPalma, M.D., 
of 410 Broadway, Providence, and to associate 
membership Richard R. Dyer, M.D., of 2 Post 
Road, Edgewood, a member of the Kent County 
Medical Society. 

A motion was made, seconded, and passed that 
these physicians be elected to membership. 

The Secretary of the Association reported that 
William J. H. Fischer, M.D., Chairman of the 
Entertainment Committee, has announced that the 
Annual Dinner and Golf Tournament will be held 
on Wednesday, June 4, 1952 at the Rhode Island 
Country Club in Barrington. He stated that com- 
plete details for the event will be sent to the mem- 
bership within the next month. 

The President called to the attention of the mem- 
bers that there would be no May meeting in order 
to avoid conflict with the Annual Session of the 
Rhode Island Medical Society to be held on May 
6, 7, 8, 1952. 


SAVE... 
WEDNESDAY, JUNE 4 
Annual Dinner and Golf 
Tournament of the 


PROVIDENCE MEDICAL 
ASSOCIATION 


At the R. I. Country Club, 
Barrington 














The President announced that the Committee of 
Drs. Philip Batchelder and Irving Beck had sub- 
mitted the Association’s tribute to the late Dr. Isaac 
Gerber and the Committee of Drs. Kathleen M. 

3arr and Florence M. Ross had submitted the 
Association’s tribute to the late Dr. Ellen A. Stone. 

The President announced that a motion picture 
entitled “Cooperating for Pure Air’, promised the 
Association for showing at this meeting by the Air 
Pollution Control District of Los Angeles, had 
not arrived. 

He then introduced as the first speaker of the 
evening Mr. Austin C. Daley, Air Pollution 
Engineer in the City of Providence, who spoke on 
“Highlights of the Providence Air Pollution Con- 
trol Program.” 

Mr. Daley carefully reviewed the Air Pollution 
Program in the City of Providence. He emphasized 
the importance of the Air Pollution Program and 
its relation to health and disease. Contrary to the 
opinion of some workers in the field, he stated 
emphatically that air pollution is proportional to 
the number of respiratory diseases and cited the air 
pollution tragedy which occurred in Denora, Penn- 
sylvania in 1948. Though of less importance than 
its relation to disease, Mr. Daley pointed out that 
air pollution causes a tremendous amount of prop- 
erty damage every year. 

Perhaps the most important accomplishment of 
the Air Pollution Program in Providence has been 
the elimination of switching engines which fired 
soft coal. At the present only Diesel engines are 
in use and smoke from this source has been 
eliminated. 

Private incineration is a serious problem because 
of the tremendous variation in the quality of trash 
that is burned in back yards, dumps, etc. This prob- 
lem is receiving considerable attention. 

Mr. Daley’s excellent talk makes it obvious that 
the Air Pollution Program is in very competent 
hands and tremendous strides have been made. Mr. 
Daley and his department deserve commendation. 

The second speaker of the evening was Francis 
H. Chafee, M.D., Physician, Department of Medi- 
cine at the Rhode Island Hospital, who reported on 
the subject of “A Pollen Survey of the Providence 
Area.” 

Dr. Chafee gave an excellent paper on his fav- 


orite subject. He pointed out that pollen is the most 
continued on page 276 
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common cause of hay fever. He described in detail 
the device and technique of sampling pollens. He 
also showed a number of beautiful colored lantern 
slides of the most common pollens in the area of 
Providence. 

Discussion of the papers followed. 

Attendance was forty-six. 

The meeting adjourned at 10:00 p.m. 

Collation was served. 


Respectfully submitted, 
MicHaeEL D1Mato, M.D., Secretary 


NEWPORT COUNTY MEDICAL SOCIETY 


The dinner meeting of the Newport County 
Medical Society was called to order by President 
Norbert Zielinski on March 26, 1952 at 8:30 p.m. 
in the Hotel Viking, with 20 members and 2 interns 
attending. 

Minutes of the January meeting were read and 
approved. 

Communications from the Portsmouth Chapter 
of the American Red Cross were read and endorse- 
ment was given them to establish a local blood pro- 
gram in conformity with the policies of the National 
Blood Program. 

Applications of William Freeman, M.D., and 
Maurice L. Silver, M.D., were referred to the 
Censors and Bronie J. P. Apshaga, M.D., Block 
Island, was voted active membership. 

As required by the By-Laws, the following com- 
mittee appointments were made: Executive Com- 
mittee; Norbert U. Zielinski, M.D., Chairman, 
Jose M. Ramos, M.D. and Edward Zamil, M.D., 
members. Committee of Hospital and Professional 
Relations ; Alfred M. Tartaglino, M.D., Chairman, 
Henry W. Brownell, M.D. and George A. Eckert, 
M.D., members. Committee of Public Health and 
Public Relations and Legislation ; Anthony Caputi, 
M.D., Chairman, Osmond M. Grimes, M.D. and 
Edward Zamil, M.D., members. 

Dr. Logler discussed an emergency plan and 
moved that the Telephone Company be notified 
that space for emergency calls be given at the top 
of the column headed, “Physicians and Surgeons,’ 
so that patients unable to contact their family phy- 
sician could, in a real emergency, call the Newport 
Hospital where, as has been the policy, an emerg- 
ency list is posted with the information clerk. This 
move was seconded and approved. 

New Business: Dr. Adelson spoke of the lack 
of a dermatologist in Newport and moved that a 
letter be sent to Captain Moore, Commanding 
Officer of the U. S. Naval Hospital, requesting pet 
mission for Dr. Wechsler, dermatologist, to see 
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private patients in consultation. Dr. Eckert ques- 
tioned the legality and felt that permission would 
have to be obtained from Washington. After some 
discussion, it was voted and approved that the 
letter be sent. 

Dr. Ceppi advocated that physicians be more 
active in enrolling their patients in the next Physi- 
cians Service drive. He moved that all doctors 
insert a note, when billing patients, sponsoring the 
drive and advising that they enroll in Physicians 
Service. This move was amended by Dr. Malone 
to the effect that posters be obtained for display in 
the physicians office, at least a week prior to the 
drive. This matter was tabled until more informa- 
tion is obtained from the Providence office of Phy- 
sicians Service. 

Dr. Brownell reminded the members that he was 
still receiving donations for the Red Cross Drive. 


The principal speaker was Ira C. Nichols, Cap- 
tan MC USN, Chief of Neuropsychiatry, U. S. 
Naval Hospital, who spoke on, “The Problem of 
the Alcoholic and the Modern Approach to Treat- 
ment.” He pointed out that modern treatment con- 
sisted in recognizing the fact that the alcoholic is 
sick, in trouble, and in need of help. He elaborated 
on improving his physical condition ; the psycholog- 
ical approach; the A. A. organization; Antabuse 
treatment ; and the State Program of which he is 
the director and consultant locally. He stated that 
the Newport Clinic is now available to all who need 
its services and is sponsored by the Division of 
Alcoholism under the Department of Social Wel- 
fare of the State of Rhode Island. 


Meeting adjourned at 10:00 p.m. 


Respectfully submitted, 
Epwarp ZAMIL, M.D., Secretary 


WOMAN’S AUXILIARY ACTIVITIES 


Mrs. Joseph C. Johnston, President of the 
Woman’s Auxiliary to the Rhode Island Medical 
Society, urges all members who can to attend the 
general sessions of the Auxiliary, and the social 
functions, during the 29th annual meeting in Chica- 
goon June 8-13, 1952. The Conrad Hilton Hotel is 
headquarters for the Auxiliary, and all tickets will 
be procured and registration will be carried on 
there. 

On Monday, June 9, there will be Round Table 
Discussions on Program, Legislation, Public Rela- 
tions and Today’s Health. Members are invited to 
these discussions, which will be held in the West 
Ballroom on the third floor, and each will last an 
hour, beginning at 9 a.m. 

Also on the 9th there will be a Fashion Tea at 
Marshall Field’s from 3:30 to 5:30 p.m. All wives 
of physicians are cordially invited, and the tickets 
are $1.50, 


continued on page 279 
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The Twenty-ninth Annual Meeting of the 
Woman's Auxiliary to the AMA will be at 9 a.m. 
in the Grand Ballroom. There will be a luncheon 
at 12:30, followed by the afternoon session at 
2 p.m. 

At 8 p.m. that evening the ladies are invited to 
attend the open meeting of the AMA at the Palmer 
House. 

On June 11 at 9 a.m. in the Grand Ballroom of 
the Conrad Hilton, the General Session of the 
Woman’s Auxiliary will be held, and the same 
holds true on June 12. 

The annual dinner for members, husbands, and 
guests is to be held at 7 p.m. in the Crystal Ball- 
room, Blackstone Hotel, on June 12, tickets $5.75 
(tax and gratuity included). At 9 p.m. there will 
be a ball and reception in honor of the President 
of the AMA at the Palmer House. 

An inovation for the Rhode Island Auxiliary this 
year has been a News Letter containing the Legis- 
lative Report, notices, and items of interest and 
importance. The Speakers Bureau has been busy, 
and is ready and waiting for assignments from 
social and civic groups. All members of the Auxil- 
iary should remember to suggest that a representa- 
tive from the Bureau be on the next year’s pro- 
gram of their organizations. 

The members have been active in Civilian 
Defense assignments, and have aided at the Dia- 
hetes Detection Clinic. The Rummage Sale held 
for the benefit of Nurses Scholarships netted $325. 
All members have been urged to help with nurse 
recruitment by recommending capable girls to Mrs. 
Johnston, that she may have someone contact them. 
Also, the Speakers Bureau will furnish free a 
speaker and a sound movie on the nursing profes- 
sion, 

The members of the Woman’s Auxiliary to the 
Rhode Island Medical Society stand ready to aid 
their husbands, the profession and their com- 
munities, in any manner beneficial to all. Many are 
active in civic and charitable affairs. 

Mrs. H. FREDERICK STEPHENS 
Chairman, Editorial Committee 
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BOOK REVIEWS 





ALLERGY IN RELATION TO PEDIAT- 
RICS. Sponsored by the American College of 
Allergists. Edited by Bret Ratner, M.D., with 
chapters by outstanding contributors, including 
Dr. William P. Buffum of Providence, R. I. 
Bruce Publishing Co., St. Paul and Minneapolis, 


1951. $3.75. 


Much has been said and written about allergy in 
recent years. Physicians are rapidly accepting al- 
lergic concepts and methods in their everlasting 
search for causes of human ailments. Childhood is 
the ideal time during which to focus our attention 
on the first manifestations of allergy. This book 
will be welcomed by physicians interested in pedi- 
atric allergy and should likewise be of great interest 
to all physicians dealing with medical problems in 
childhood. In the first chapter Dr. Bret Ratner 


gives an excellent review of the genesis of allergic 


disease. Ratner states that “Allergy does not arise 
spontaneously from some constitutional deficiency, 
but stems from an invasion into the body of foreign 
substances, and is an acquired condition in the same 
sense that an infectious disease is’. Then he states 
“All individuals are potentially capable of develop- 
ing allergy” . . . “and its inception depends only 
on quantitative exposure”. The first statement is 
difficult to accept, but to the second statement many 
allergists will readily subscribe. 

Following Ratner’s introductory chapter are a 
series of excellent presentations. Harris discusses 
the sites of antibody formation. Feingold presents 
his observations on the relationship of systemic and 
respiratory infection upon the course of the asth- 
matic state, and Peshkin plunges deeply into the art 
of history-taking and discusses the different meth- 
ods of skin testing. There are also a number of 
brief chapters covering miscellaneous subjects such 
as—intestinal allergy, neurological allergy and pro- 
phylaxis of allergic disease. The chapters on en- 
vironmental control, and on office management are 
well done. 

The book presents a number of outstanding con- 
tributions and these merit special description. Lewis 
Webb Hill discusses the clinical significance of skin 
testing in early infancy and in the different allergic 
diseases. His conclusions are backed up by statis- 
tical data which make them carry considerable 
weight. An eloquent plea is made to physicians 


practicing allergy not to succumb to “fallacies and 
faddism” “to separate the true from the 
false”. . .and “to practice soundly”. In this chap- 
ter Dr. Hill presents an excellent treatise on the 
etiology of atopic dermatitis, and introduces the X 
factor theory which should interest all who deal 
with atopic skin diseases. 

Few writers on allergy have ventured into the 
subject of asthma in early infancy. Yet it is well 
known that in this age group are revealed most of 
the early manifestations of hypersensitivity. Dr. 
William P. Buffum presents his study of asthma 
under two years of age. It is based on the observa- 
tions over several years of 45 infants whose asthma 
began before the age of two. This is an important 
contribution for in this age group asthma may mas- 
querade as atypical respiratory infection such as 
croup, bronchitis or viral infections. Its early rec- 
ognition is obviously imperative. The mechanism 
of how respiratory infection precipitates an attack 
of asthma has never been adequately explained, nor 
is the theory of allergy to bacteria or its products 
acceptable. Dr. Buffum’s explanation is plausible 
—‘Infection makes trouble by increasing existing 
allergic edema, exudation and spasm or by initiating 
it in an allergic individual when it is not already 
present.” 

Maternal rejection is suggested as an etiologic 
factor in juvenile allergy by Dorothy W. Baruck, 
Ph.D., and Hyman Miller, M.D. These authors 
studied ninety allergic children, and found 98% of 
the mothers were “rejecting mothers”. Of 53 non- 
allergic children studied, only 24% were “rejecting 
mothers’. This seemed to be an uncritical study. 
It lacked essential data on the mothers as well as on 
the children so studied. It did not merit the state- 
ment that rejection is probably one etiologic factor. 
Allergists find it difficult to accept this statement in 
spite of the continued insistence of some psyehi- 
atrists. 

A more complete description of this book would 
be difficult in view of the fact that 17 authors have 
participated. Differences of opinion, overlapping 
and repetition are thus unavoidable. This treatise 
should not be considered as a formal text on pedi- 
atric allergy, but rather as a summary based upon 
the clinical experience of prominent allergists. 


STANLEY S. FREEDMAN, M.D. 
continued on page 282 
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CALLANDER'S SURGICAL ANATOMY: By 
Barry J. Anson and Walter G. Maddock. W. B. 
Saunders Company, Phil., 3rd ed., 1952. $14.00. 


It has been a rewarding experience to have had 
the opportunity to review the new edition of Cal- 
lender’s Surgical Anatomy, compiled by Anson 
and Maddock. The text is liberally illustrated with 
clearly annotated drawings and photographs. Most 
of these illustrations are original, while many 
were taken from works of recognized authorities. 
The format and printing are pleasing and kind to 
the student's eyes. 

The book is divided into ten convenient parts 
and describes and portrays the essential surgical 
anatomy of every section of the body. The special 
senses are given detailed attention while the sur- 
face and regional anatomy are throughout com- 
pletely covered. Furthermore, the important sur- 
gical procedures are described in each section or 
sub-section immediately following the anatomical 
material. In numerous instances, where a better 
understanding of the surgical approach to a prob- 
lem will result, the embryological development of 
the area is portrayed. As an example of this, the 
development of the branchial clefts is given to 
clarify the anatomy of the congenital anomalies 
which occur in and about the neck. Thus, one 
obtains a better understanding of the varieties of 
the thyroglossal tract remnants, cysts and fistulae, 
and the surgical approaches required in _ their 
management. 

The anatomical descriptions follow a standard 
pattern, but the surgical significance is everywhere 
stressed. Anomalies are detailed wherever these are 
important to the surgeon. Thus, the anomalies 
of the bile ducts and hepatic vessels are given. The 
variations in the course of the recurrent laryngeal 
nerves are noted. 

The surgical procedures detailed in the sections 
which are of particular interest to the reviewer 
indicate that the authors have availed themselves 
of the best and most recent experience in all fields 
of modern surgery. I have never seen as good an 
exposition of the subdiaphragmatic spaces and their 
surgical approaches. Blakemore’s work in portal 
hypertension and porto-caval anastamosis, based 
on a 1951 reference, is beautifully pictured and 
described. Biliary duct surgery and the anatomical 
pitfalls underlying injury to these ducts, from the 
writings of Cattell and others, are covered in great 
detail. The surgical anatomy underlying the 
recently developed procedures of Whipple and 
others, involving resection of the head of the pan- 
creas, duodenum and ampulla of Vater, is clearly 
displaved. We find, also, the recent studies of 
Mchittrick on the arterial supply and lymph nodes 
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related to well established procedures in cancer 
surgery of the colon and rectum. In addition, Swen- 
son’s work on Hirschsprung’s disease, and Bacon's 
pull-thru operation are explained. 

The section on The Thorax, is authorative, 
instructive and up-to-date. Those interested jn 
cardiac, pulmonary, and esophageal surgery will 
find the material from the recent surgical literature 
familiar and reassuring. The contributions of Bla- 
lock, Taussig, Potts, Gross, Holman, Beck, Haight, 
Sweet, Garlock, Carter and other notables are all 
here. What a convenience it is to have the important 
developments in these new fields of surgery brought 
together, pictured and explained in relation to basic 
anatomy ! 

It would be presumptuous of me to recommend 
this text to anyone, for it is so well known. It 
merely remains to be stated that the residents in 
surgery and the surgical specialties, as well as the 
practicing surgeon in any field of surgery, will find 
this latest edition right “up to the minute.” 

EskeE WINDBERG, M.D. 


THE BATTLE FOR MENTAL HEALTH by 
James Clark Moloney, M.D. Philosophical 
Library, Inc., N. Y., 1952. $3.50. 


In this short treatise on mental health Dr. 
Moloney shows the alarming rate of increase in 
mental disease and gives statistics to prove it. He 
contrasts the early mother and infant contact of the 
primitives with our present day lack of this contact 
as practiced in larger hospitals with their central 
nurseries and its cold and efficient nursing care. He 
feels that the rooming-in of the infant with its 
mother gives the newborn a feeling of relaxation, 
security and a confidence that permits him to 
natural growth and mental stability. 

Having seen such a project in effect at the Jeffer- 
son Medical College Hospital in Philadelphia, Pa. 
I can heartily agree with Dr. Moloney in that the 
infants are more contented and easier to care for. 

The blame for this increase of mental disease 
is placed upon the cold attitude and responsibility 
of the obstetrician, pediatrician and hospital man- 
agement, and a recommendation is made to return 
to the rooming-in method instead of our present 
day nursery care. 

GENE A. Croce, M.D. 


PLASTIC AND RECONSTRUCTIVE SUR- 
GERY—A Manual of Management by Ferris 
Smith, M.D. W. B. Saunders Company, Phil. 
1950. $15.00. 


The text book of Plastic and Reconstructive 
Surgery written by Dr. Ferris Smith is a book 
especially designed for physicians who are already 
well acquainted and versed in the field of plastic 


surgery. The author deals briefly with the general 
continued on page 285 
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PLASTIC AND RECONSTRUCTIVE SURGERY 
concluded from page 282 

considerations which are applicable to this highly 
specialized type of surgery. He then proceeds to 
outline rather thoroughly the more popularized 
surgical technics which have been used since World 
War I. He believes that such conditions as hypo- 
spadias should be treated by a urologist ; absence 
of vaginal track by the gynecologist; tendons, 
nerves and bones of the hand and feet by the ortho- 
pedist. A surgeon who attempts to treat an injured 
hand should have complete knowledge of how to 
repair the bone, nerve and tendons injuries, and in 
addition be able to replace any of the superficial 
tissue which has been lost as a result of the injury. 
This procedure is better because one does not have 
to transfer the patient from one specialist to 
another. It’s more economical and the end results 
should be good if one understands the function of 
the hand as a whole and not as a part. 

Most of the operative procedures in this book 
are well explained and illustrated by pictures and 
drawings, which are always helpful and well appre- 
ciated. The book is another useful armamentarium 
in the field of plastic surgery. 

B. S. JEREMIAH, M.D. 


STANDARD NOMENCLATURE OF DIS- 
EASES AND OPERATIONS. Edited by 
Richard J. Plunkett, M.D., and Adaline C. 
Hayden, R.R.L. Published for the American 
Medical Association by the Blakiston Company, 


Philadelphia, 1952, 4th ed. $8.00 


While the title of this book has been slightly 
changed from that of the previous edition (19-42), 
the subject-matter has undergone considerable re- 
organization and revision, much to the improve- 
ment of the whole. 

On page XII it is comforting to read that 
“eponyms have been avoided . . . when an adequate 
descriptive topographic-etiologic title is available.” 
Let us hope that editors of medical journals, in- 
cluding those of the A.M.A., will take the hint and 
will try to persuade authors to use the “descriptive 
topographic-etiologic title,” which is nearly always 
available, as the main title in capitals; eponyms 
and other names may be put in parentheses in 
smaller print, if clarification is needed or if his- 
torical information is desirable. 

The editors should be commended for insisting 
that acceptable English terms should be substituted, 
wherever possible, for the Latin and Greek; per- 
haps the refusal to do this, on the part of some 
writers, stems from an inner pleasure in making 
things difficult for the uninitiated! At any rate, 
the practice often seems purely ostentatious, and 
occasionally raises doubts as to the capacity of the 


writer. Dermatologists are major offenders in this 
continued on next page 
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respect, for, although classical terminology is often 
unavoidable, in the case of a large number of Latin 
terms, good English synonyms could be employed. 
Examples: Pharyngeal keratosis is perhaps easier 
than Keratosis pharyngeus, and Ringed hair than 
Thrix annulata Serloque dermatitis is an 
obsolete and misleading term, a kind of degenera- 
tion of the French “bérloque or bréloque,”” found 
only in dermatological English. The term could be 
retained, with the suggestion that the reader sub- 
stitute something like perfume dermatitis, or oil-of- 
bergamot dermatitis. This has been done for 
Fordyce disease, in place of which the reader is 
instructed to use: Aberrant sebaceous glands of 
mucocutaneous junction. 

As long as Veldt sore is listed, Aleppo-Jerico- 
oriental sore should be listed also. It is pleasant 
to see only erythroderma, and not both erythro- 
derma and erithrodermia, which are obviously 
synonyms. Kaposi's disease is listed as a synonym 
of xeroderma pigmentosum; articles on sarcoma 
idiopathicum hemorrhagicum, etc., have appeared, 
entitled: Kaposi’s disease. Confusion naturally 
arises when the name of one man is appended to 
several diseases. 

The following term sounds like a false note in 
music : Syphilitic condyloma acuminatum (p. 332). 

Why list only sailor’s skin, and not farmer’s or 
fisherman’s? Along with dermatitis factitia, the 
involuntary variety, should be mentioned dermatitis 
artefacta, the voluntary one, which is listed among 
the non-diagnostic terms (malingerer ). 

The compilation of a book on medical nomen- 
clature is a tremendous task, for it is difficult to 
make judicious selections. Although the discard- 
ing of much that is superfluous may be painful 
medicine, still, as in the case of-obesity, the process 
is a very necessary one. The new edition can be 
welcomed as an important advancement in the fight 
against the jungle of medical terminology. 


F. RONCHESE, M.D. 
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